The global increase in tuberculosis which has occurred in the 1980s and 1990s, and the associated re-emergence of resistance to antituberculous drugs, has focused attention on recent trends in resistance in Europe and the United States. [1] [2] [3] In the United Kingdom overall drug resistance levels have been low. 4 A surveillance system, the UK Mycobacterial Resistance Network (MYCOBNET), was established in 1994 by the Public Health Laboratory Service to record drug resistance in laboratory isolates of tuberculosis. We used data from this network to examine resistance among people with newly diagnosed tuberculosis.
Subjects, methods, and results
We analysed the data on initial isolates of Mycobacterium tuberculosis complex referred to United Kingdom reference laboratories 5 during 1994 to 1996. Initial isolates were defined as the first positive culture from a person from whom no positive culture had been recorded during the past 12 months. Since M bovis isolates are intrinsically resistant to pyrazinamide these were excluded from estimates of pyrazinamide resistance.
We calculated the resistance to each first line antibiotic and multidrug resistance (resistance to isoniazid and rifampicin with or without resistance to other antituberculous drugs) together with 95% confidence intervals. The incidence was assumed to follow the Poisson distribution. A 2 test for trend was used to investigate changes in isoniazid and multidrug resistance over time.
Of 10 142 isolates recorded for 1994-6, 599 (5.9%; 95% confidence interval 5.5% to 6.4%) were resistant to isoniazid, 174 (1.7%; 1.5% to 2.0%) to rifampicin, 90/7494 (1.2%; 1.0% to 1.5%) to pyrazinamide; and 71 (0.7%; 0.6% to 0.9%) to ethambutol; 152 (1.5%; 1.3% to 1.8%) showed multidrug resistance.
The number and proportion of isolates resistant to isoniazid or with multidrug resistance increased from 1994 to 1996 (table). However, these increases were not significant ( 2 = 0.797, df = 1, P = 0.372 for isoniazid resistance; 2 = 1.253, df = 1, P = 0.263 for multidrug resistance). People aged 15 to 44 had the highest percentage of initial isolates with isoniazid resistance (8.1%) and multidrug resistance (2.0%) (table). A slightly higher percentage of males than females showed isoniazid resistance (6.2% v 5.6%) and multidrug resistance (1.8% v 1.2%).
In all, 568 (5.6%) patients had a known history of tuberculosis. These patients had a higher percentage of Resistance was higher among patients resident in England than in the rest of the United Kingdom (6.2% v 3.8% for isoniazid resistance, and 1.6% v 0.9% for multidrug resistance). Furthermore, patients diagnosed in London were more likely to have isolates resistant to isoniazid (8.0% v 4.7%) or multidrug resistant (2.3% v 1.0%) than those diagnosed outside London.
Resistance to isoniazid and multidrug resistance were observed among 13.5% and 6.1% respectively of the 460 patients known to be infected with HIV compared with 5.5% and 1.3% among the combined group of six HIV negative and 9676 patients whose HIV status was unknown.
Comment
This preliminary analysis of resistance in laboratory isolates establishes the importance of drug resistance in the United Kingdom and the need for continuing surveillance. Although overall resistance is low and the small increase was not significant, resistance remains a concern and should be considered in all newly detected cases. Action to prevent the emergence of new resistance by the supervision and completion of treatment and to stop the spread of established resistance is essential.
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